Mr Chaloner (August 2001 JRSM, pp. 409±412), commenting on the use of chloroform in the Crimean War, suggests that the wounded who were transported to Scutari to have operations performed there would have been less likely to die as a result of anaesthesia than those who were operated upon in the ®eld soon after their injuries, because they would be less likely to be hypovolaemic (if they survived the journey) and better able to withstand the depressive effects of chloroform.
In the of®cial report the ®gures for the administration of chloroform are poor and only a few deaths are recorded 1 . One young soldier having a minor operation became violent and almost certainly died of cardiac arrest due to ventricular ®brillation.
In the French ArmyÐmore than ten times the size of the British ArmyÐno deaths due to anaesthesia were reported in 25 000 cases; careful instructions about its administration were issued 2 . Since the time of Larrey, it was the custom to perform amputations as soon after injury as possible, because a recently wounded soldier fared better. The ambulances volantes allowed operations to be performed at or near to the front line. In the British Army, just over 1500 received chloroform 3 . At the beginning of the war there were no ambulances. For this and other reasons, amputations were not always performed as quickly and there is no evidence that the army surgeons received speci®c instructions in the use of chloroform.
The transport to Scutari, which took several days, could well have increased the chances of hypovolaemic shock and infection, and therefore of death, before or soon after arrival, as Mr Chaloner suggests. can be done to reduce this risk. Secondly, the term vasectomy' includes a range of proceduresÐfrom the removal of several centimetres of vas (with wide separation of the ends) through division of the vas and separation of the ends by tissue interposition 1 to diathermy of the intact vas resulting in an obstructed segment less than 2 mm in length 2 . The risk of recanalization when the diathermy technique is used must be far greater than the average quoted, and therefore the advice given will be incorrect (and so any consent improperly obtained).
D D C Howat
Because of the rarity of recanalization an individual surgeon cannot calculate the risk for the procedure that will be used. But surely the British Association of Urologists ought by now to have collated the results of a large enough number of surgeons, grouped by the type of`procedure called vasectomy' that they use, for a statistically valid estimate of the risk for each procedure to be made. Patients would thereby be better informed and so able to choose a less risky procedure if they wished, and the profession might be less at risk from litigation 2,3 .
Roger Hole
Wynd House, Hutton Rudby, North Yorkshire TS15 0ES, UK The report by Dr Adhiyaman and others (October 2001 JRSM, pp. 512±514) of renal failure after co-prescription of angiotensin converting enzyme (ACE) inhibitors and nonsteroidal anti-in¯ammatory drugs (NSAIDs), together with ®ndings on renal function in elderly heart failure patients 1 , should invoke even greater vigilance in the era following the RALES study (which reported survival bene®t from co-prescription of spironolactone and ACE inhibitors in heart failure). Already there are reports not only of deterioration in renal function but also of hyperkalaemia complicating co-prescription of ACE inhibitors, spironolactone, and NSAIDs 3,4 . Spironolactone aggravates the impairment of potassium excretion in renal failure. NSAIDs are liable to impair potassium excretion in their own right, because they can induce hyporeninaemic hypoaldosteronism, which, in turn, impairs renal potassium excretion 5 . Selective cyclo-oxygenase-2 (COX-2) inhibitors also seem to carry some risk of nephrotoxicity, as judged by anecdotal reports of acute renal failure associated with rofecoxib 
